Sense about wisdoms?' Mr Bowdler Henry in the 1930s drew attention to the often severe problems created by impacted lower third molar teeth (Henry 1934 (Henry , 1935 . He estimated that half the population would require the removal of these teeth before the age of 30 (Henry & Morant 1936) . Since that time, there have been further attempts to estimate the prevalence of impacted third molar teeth (Bjork et al. 1956 , Dachi & Howell 1961 , Morris & Jerman 1971 . Probably the best study is that of Aitasalo . et al. (1972) who, on the basis of examining the radiographs of 4063 patients attending for general dental treatment at the University Institute of Dentistry, Turku, found the prevalence in the 20-29 age group to be 27%. Although all impacted third molar teeth will not come to treatment, they still represent a formidable problem in health care. There is evidence that the removal of a lower premolar tooth results in a lowered incidence of third molar impactions and that the removal of a lower molar virtually eliminates third molar impactions (Cryer 1967 , Faubion 1968 , Plint 1970 , 'Richardson 1975 , Rindler 1977 , Lawlor 1978 .
The increasing success of caries prevention in children and adolescents must result in fewer extractions for other than orthodontic reasons and, therefore, in a greater incidence of impacted third molars.
The amount spent on third molar surgery in the general dental services of the National Health Service in England and Wales in 1978 was not more than £1500000 for about 130000 patients.
The bulk of third molar surgery is carried out under the care of the 240 fulltime equivalent consultant oral surgeons in the hospital service. Using 1979-80 average costs in a provincial teaching hospital, a very conservative estimate indicates that about £25 000 000 is spent on inpatient treatment of the condition and about £6 000 000 on outpatient treatment. These estimates take no account of capital costs, sickness benefit, loss of production, loss of earnings, and such matters as the cost of baby-sitters, homehelps and added travel.
As dental care and dental awareness spreads, the use of the orthopantomograph in general practice becomes more common and caries prevention becomes more effective, so will more and more patients with impacted third molars be referred to oral surgeons. Most of these teeth will be operated on largely for two reasons. Firstly, because it is possible to remove impacted teeth and, secondly, because, like Everest, they are there.
There are three generally agreed indications for removal: third molars with caries or resorption inaccessible to restorative procedures and third molars contributing to caries or resorption in adjacent teeth; third molars with pericoronal follicular enlargement; impacted teeth with recurrent pericoronitis. In the light of our present lack of knowledge, it is quite arbitrary to remove all asymptomatic third molars.
It is frequently argued that because in some individuals an impacted tooth is in communication with the mouth and pericoronitis follows, therefore all impacted teeth should be removed regardless of the absence of symptoms. We need to determine the actual incidence of pericoronitis, also the relative risks of prophylactic operation and of leaving it until the possible later development of symptoms.
Oral surgeons and dental surgeons are often guilty of serious underestimation of what the removal of third molar teeth actually means in terms of patient suffering. Quite apart from the permanent dysaesthesia of the inferior dental nerve or the lingual nerve which occurs in about 2% of patients, the immediate postoperative stress can be considerable. In a recent survey of over 300 patients (Jago 1979, personal communication) undergoing outpatient surgery for the removal of third molar teeth, only 5% of patients said they were free of pain and swelling. In nearly half, pain and swelling were judged to be severe and required the taking on average of about 28 analgesic tablets per person.
In summary, then, we have a situation where the prevalence of impacted third molars is high and likely to get higher, it represents a substantial drain on national resources, the validity of prophylactic removal of impacted third molars is in doubt, and the actual operation is a good deal more unpleasant than is generally realized. There must be better ways of dealing with this problem than waiting for it to arise and then providing a nasty and expensive operation.
Opinions differ about the value of biological predictive studies, but the sensible management of the wisdom tooth problem must lie here. The future must not be more and more adult third molar operations, but lies in the context of an orthodontic and growth prognosis which will result in the indication of the appropriate timing for the removal of premolar, molar or third molar bud oblation.
Is Ricketts (1979) right when he says that all the dentist needs to do is to get a good lateral cephalometric film in occlusion and send it to a laboratory offering natural growth forecasts? He would then get a computer probability chart showing the individual's chances of impaction or eruption with good occlusion or eruption without good occlusion.
At an exceptionally well attended minisymposium on wisdom teeth held on 18 May 1981, Mr Barry Cryer (see page 909) discussed the present state of knowledge concerning the prediction and prevention of third molar impaction, and Professor David Poswillo (see page 911) reviewed the present attitudes to the timing of various surgical approaches to the problem. It was clear that a great deal more research is required in order to achieve an improvement in the accuracy of the early prediction of development. Until then, we shall have to wait for the long-overdue revolution in the surgery of wisdom teeth, which will bring benefits to patients and to the health service comparable to those achieved by the change of attitudes to tonsillectomy. 
Paul Bramley Professor of Dental Surgery University of Sheffield

Aspects of technology in anaesthesia
On 4 January 1980 the Section of Anaesthetics of the Royal Society of Medicine joined with the British Anaesthetic and Respiratory Equipment Manufacturers Association (BAREMA) for a unique joint meeting on the subject of future developments in anaesthetic apparatus, The reasons behind this gathering might be termed 'problems with the new technology' because the last twenty years has seen an exponential growth in both the quantity and complexity of technology in clinical practice which daily confronts doctors, nurses and technicians alike. The anaesthetist has been particularly exposed to these incursions into his everyday life because of his expertise both in respiratory care and in the management of patients who require intensive care and therapy. The mini-computer and the microprocessor are making inroads into patient monitoring and display systems and into ventilating and anaesthetic apparatus. What does the new technology aim to achieve and what exactly is it all about? First, there is the cover-up problem, that is the basic product is not really new at all but has simply been packaged .more adroitly and usually expensively. The consumer may perhaps be forgiven for not resisting the new lamps for old philosophy. Second, there is high level technology which is certainly expensive, over-complicated and also tries to convey by implication that there exists a lower level of technology which cannot do the job 0141-0768/81/120869-02/$01.00/0 so well. One of the problems with big machines, such as autoanalyzers, is their remoteness from the patient scene. On the other hand, smaller machines tend to dominate patient areas where additional help is not available and success depends upon interested clinicians or a system of graduates or technicians. Indeed, a First Law of medical technology may be formalized whereby the greater the number of functions.fhe less likely is it that (a) you need them or (b) they do exactly what you want. The Second Law is that the higher the level of the techology the greater the capability for harming the patient. It is difficult for a manufacturer to sell a lung ventilator without the option for a subatmospheric phase, despite the fact that this facility is virtually never required in modern clinical practice. Many lung ventilators on sale nowadays offer every conceivable facility imaginable, which includes a vast array of options, some of doubtful value, for respiratory programmes. 'The more knobs the better' seems to be the order of the day, but reassurance comes from some hospitals whose clinicians steadfastly recognize that if the intensive care nurses cannot manage the machine then it will not be any good.
The introduction of high level technology raises questions about standards and patient safety together with those about monitoring, the machine, let alone the patient. There .can be little doubt in the United Kingdom that the high costs of sophisticated equipment cannot be sustained and that a return to simpler, purposeful apparatus is needed. The days of the mighty Wurlitzer may indeed be numbered now it seems that less money from the NHS is being spent on new equipment. Those who are responsible for purchasing anaesthetic and respiratory equipment have a duty to anticipate the life of the equipment, to plan for its eventual replacement and to accommodate and recognize the maintenance and service costs in the meantime.
Manufacturers of medical equipment appear to work on two opposing principles, which can be termed 'market pull' and 'technological push'. Market pull represents the need for the production of equipment which clinicians ask manufacturers to develop and' manufacture. There are many doctors who have gone to equipment manufacturers with ideas only to suffer the disappointment of years passing by without 'anything happening before the idea is finally rejected. The problem seems to be that no manufacturer is going to reject any idea very quickly, thus effectively blocking potential competitors. Another problem is that the majority of British manufacturers have a vastly smaller market than, say, their North American counterparts. Technological push is the greater of the two forces and represents the fact that basic
